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Lower extremity atherosclerotic peripheral arterial disease (PAD) developed in more than 200 million adults worldwide, and it is associated with morbidity and mortality because of the systemic nature of atherosclerosis^[@bib1],\ [@bib2])^. The prevalence of PAD is age-related, and more than 30% increase in deaths and disability have been reported from 2005 to 2015^[@bib1]--[@bib4])^. Additionally, many clinical studies have shown the significant overlap of atherosclerosis involving multiple arterial territories in patients with coronary artery disease, cerebrovascular disease, or PAD. More than 50% of patients with PAD have coronary artery disease and/or cerebrovascular disease^[@bib1],\ [@bib3],\ [@bib4])^. The presence of PAD is, therefore, associated with worse clinical outcomes. It should also be noted that asymptomatic PAD is several times more common than symptomatic PAD^[@bib4])^. Noninvasive measures of ankle-brachial index, brachial-ankle pulse wave velocity, and ultrasound could detect systemic atherosclerotic burden and predict clinical outcomes in patients with symptomatic and asymptomatic PAD^[@bib1],\ [@bib4]--[@bib6])^. However, little is known about the histopathology of PAD in the asymptomatic period and about its relationship with systemic atherosclerosis.

In the present study, Nakamura *et al* pathologically investigated atherosclerotic plaques of the common iliac, common carotid, coronary, and renal arteries using 121 autopsy cases without symptoms of PAD, and they evaluated the relationship between atherosclerotic severity of the iliac artery and that of other arteries and cardiovascular disease (CVD) events^[@bib7])^. They found that advanced atherosclerotic plaques were observed in 72% of the common iliac arteries in asymptomatic subjects. Intraplaque hemorrhage and plaque disruption, features of vulnerable atherosclerotic plaque, were also detected in 42% and 24% subjects, respectively. These advanced lesions in the iliac arteries were associated with age, sex, hypertension, diabetes mellitus, and smoking habit. Additionally, they also showed that the presence of asymptomatic iliac plaques was closely associated with any CVD (odds ratio \[OR\], 95% confidence interval \[CI\]; 6.2, 2.2--22.3), myocardial infarction (6.4, 1.2--18.6), stroke (8.7, 1.7--16.4), and renal failure or hemodialysis (5.8, 1.1--10.8). Importantly, although subjects having symptomatic PAD are excluded from the present study, the prevalence of advanced iliac plaques seems to be relatively high compared with the results of previous studies that conducted evaluations by noninvasive measures^[@bib4],\ [@bib6])^.

Some study limitations and perspective should be stated. This study might have a selection bias as the number of subjects is relatively small. It would have been interesting if the authors had evaluated the relationship between asymptomatic iliac plaques and aortic aneurysm and had performed analyses of inflammatory cells and mediators in the systemic atherosclerotic plaques as inflammation plays a major role in the pathogenesis of atherosclerosis and plaque instability^[@bib8])^.

In conclusion, the present study suggests that detection of iliac atherosclerotic plaques in its subclinical stage may help in predicting systemic atherosclerotic disease.
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